From the files of the outpatient urology department 44 men with ED had undergone both psychophysiological diagnostic screening (PDS, VSS, VSS þ VIB, ICI þ VSS þ VIB) and color Doppler sonography testing (CDS, including VSS). PDS was carried out by one medical physiologist, CDS by one urologist. The diagnoses reached could be compared.
Introduction
Differential diagnosis of patients with erectile dysfunction (ED) remains obligatory in good medical practice. 1 -4 To cite Broderick 1 in his monograph:
'Do we need impotence testing? Yes, it is the clinician's obligation to establish the etiology of impotence: end organ vascular failure, versus neurologic dysfunction versus psychosexual dysfunction, classify the severity of that dysfunction, and select a therapy that is not only acceptable to the patient, but also addresses his pathology' 1 (p S64).
The testing of erectile function in men with ED remains important, (1) to establish an etiology specific diagnosis; and (2) to formulate a treatment plan with a reasonable likelihood of success. 2 Among the various suggested and recommended diagnostic test procedures for erectile dysfunction, in our academic hospital outpatient clinic we have experience with two: that is psychophysiological diagnostic screening 5 -8 and the evaluation of penile hemodynamics through color Doppler sonography. 9, 10 Whether or not such tests are mutually exclusive is unknown, since comparative studies are lacking. Therefore, we are happy that in the present brief report, a retrospective study, we were able to compare the outcomes of two of these diagnostic tests, both carried out in one group of ED-patients.
Methods

Patients
Between 1995 and 2000 245 men had undergone color Doppler sonography testing (CDS), 10 and 950 men had undergone psychophysiological diagnostic screening (PDS). 6 From the files of the outpatient Urology department 44 men with ED (mean and median age 55 y, s.d. 1.2, range 30 -69) were found who had undergone both PDS and CDS. CDS, carried out by one urologist (GRD), was administered either before or after PDS (carried out by one medical physiologist AKS). CDS followed PDS when the outcome of PDS indicated possible vascular penile dysfunction (12 patients); CDS preceded PDS when medical history revealed possible vascular pathology (32 patients).
Psychophysiological diagnostic screening (PDS)
On the basis of the data obtained by the medical physiologist, the latter classified the most likely nature of the erectile dysfunction: somatic, psychogenic, or both. In our laboratory PDS comprises the following stages: 7 detailed history taking, Visual Sexual Stimulation (VSS), VSS þ penile VIBration, and with insufficient response ( < 10 mm increase in penis circumference and=or < 60% erection): intracavernous injection (ICI) of vasoactive drug followed by VSS þ VIB (40 of 44 received ICI þ VSS þ VIB). Vasoactive drugs used were papaverine þ phentolamine (mean 0.4 ml, s.d. 0.05) or alprostadil (mean 6.4 mg, s.d. 0.8).
Color Doppler sonography testing (CDS)
On the basis of the data obtained by the urologist, the latter classified the most likely nature of the erectile dysfunction: veno-corporal insufficiency (Resistance Index < 0.9), arterial insufficiency (peak systolic flow velocity < 30 cm=s), both venous and arterial defects (or no abnormalities at all). CDS comprises the following stages: 12 
Results
A PDS-diagnosis of 'psychogenic ED' is based on the finding that an erection of presumably sufficient (intercourse) rigidity had been elicited during PDS investigation in the laboratory. Patients with an insufficient penile response during PDS were classified as having a somatic component in the etiology of their ED.
In the present study it appears that a somatic element in the PDS-diagnosis corroborates with the CDS-diagnosis; 16 of the 17 patients thus classified show vascular pathology with CDS (see Table 1 ). In contrast, the PDS-diagnosis 'psychogenic' is quite at variance with the CDS-diagnosis: in more than 50% of patients (15 of 27) with psychogenic ED a vascular 'abnormality' is presumed on the basis of CDS.
No statistically significant difference was found attributable to the order of testing, that is CDS before or after PDS. If the urologist performing CDS did not know the PDS-diagnosis nearly all patients seemed to have a vascular abnormality (11 of 12 patients), if he did know the PDS-diagnosis nearly two-thirds (20 of 32 patients) was assumed to have a vascular abnormality (Fisher exact test, P ¼ 0.075).
Discussion and conclusion
This comparative study demonstrates that CDS in ED-patients often results in a wrong diagnosis, that is a vascular abnormality is presumed while many of such patients are able to respond satisfactorily (ie with firm erections) under PDS-laboratory test conditions. These findings support earlier conclusions reached by Vruggink and co-workers. 13, 14 These authors advocated the use of a postinvestigation questionnaire (23% of men not responding to ICI þ VSS in the clinic reported full erections later that day) and the use of visual sexual stimulation during color Doppler sonography (as in the present study; also recommended by Montorsi et al 12 ) which raised the number of ED-patients with adequate penile erectile response.
In conclusion, we believe that CDS as a screening test in ED-patients is of limited value, since 'vascular abnormalities' were found=presumed in patients with psychogenic erectile dysfunction, that is patients who displayed an adequate penile erection to VSS þ VIB þ (low dose) ICI.
CDS could be of diagnostic value and should be applied prior to surgery in ED-patients with pelvic trauma in order to assess gross vascular damage, and in ED-patients who repeatedly fail to respond to high doses of oral phosphodiesterase inhibitors or intracavernously injected vasoactive substances. In the latter group of ED-patients, when CDS is normal, more support or sex therapy is indicated; if CDS shows arterial insufficiency ICI with trimix (papaverine, alprostadil and phentolamine) could be tried or penile implant surgery could be considered. We will never consider penile implant surgery in EDmen with normal vascular analysis of the penis.
A final comment. Although we believe that our PDS gives quite relevant information about possible etiology and possible therapeutic treatment, we do not believe that this is a necessary first screening! Good history taking, preferably of the man and his partner, still is the basic first screening and quite often offers enough information to make a treatment plan with reasonable likelihood of success. 2 
